INTRODUCTION
Acute appendiceal diverticulitis is reported as a rare cause of appendicitis with a frequency of 0.004% to 2.1% [1] . It can be easily overlooked by surgeons and pathologists, with most of them are diagnosed after surgery.
Clinical features of appendiceal diverticulitis are similar to conventional acute appendicitis. However, it is known that patients with appendiceal diverticulitis are relatively older and risk of complications such as perforation is higher due to delay of diagnosis and the anatomical features of diverticulum. Therefore, diverticulitis of the thesurgery.or.kr Values are presented as number (%) or mean ± standard deviation. Pathologic findings showed that all diverticuli of diverticulitis group were false form lacking proper muscle layer (Fig. 1) . Mean duration of postoperative hospital stay was significantly longer in diverticulitis group (6.8 ± 3.4 days vs. 4.9 ± 1.5 days, P ＜ 0.05) ( Table 2 ).
DISCUSSION
Since first described by Kelynack in 1893 (quoted from The majority of appendiceal diverticulitis is acquired diverticulum with incidence is ranging between 0.004% and 2.1%. Congenital diverticulum is very rare and reported with an incidence of 0.014% [1] . Collins [5] reported an incidence of 1.4% with 50,000 autopsy and surgical specimen studies. In our study, an incidence of 3.7% was reported; relatively higher compared with previous reports.
Appendiceal diverticulitis is known to occur in older ages than acute appendicitis. Acute appendicitis most frequently occurs in one's twenties, whereas appendiceal diverticulitis is known to occur in the 5th decade of life. In our study, the mean age of patients in diverticulitis group was significantly older than that of appendicitis group Duration of symptom of diverticulitis group was 3.6 days, which is longer than that of appendicitis group; and this result was similar with other studies. Lipton et al. [9] reported that older age (＞30), longer interval of disease, fewer or absent symptoms of the gastrointestinal tract and failure of typical abdominal pain progression are the char-thesurgery.or.kr acteristics of appendiceal diverticulitis.
In Korea, Shin et al. [10] reported that appendiceal diverticula was diagnosed in patients who had complained of chronic right lower quadrant abdominal pain and showed improvement of symptoms after appendectomy.
There was no significant difference in other clinical features such as accompanying gastrointestinal symptoms, fever, location of pain and WBC counts in this study.
Diverticulum of appendix can be divided into two histologic types, congenital and acquired diverticulum.
Congenital type is true diverticulum consisting of all appendix layers (mucosa, submucosa, muscle layer and serosa), whereas acquired type is false diverticulum which lacks muscle layers.
Congenital diverticulum is recognized as a devel- Herniation of diverticulum is most likely to occur through the weak point of the appendiceal wall that can be caused by inflammation, atrophy of muscle by the aging process or vascular hiatus in the submucosa. The fact that most diverticula are located in mesenteric border supports the theory that vascular hiatus is closely related to the pathogenesis of diverticula [1, 4] .
Higher rate of perforation of appendiceal diverticulitis is most important compared with conventional appendicitis. A delay of diagnosis and absence of a thick muscle coat of the appendix are thought to be contributing factors.
Our results showed that perforation of the appendix was found in 65.8% of diverticulitis group, which was more than six times higher than in appendicitis group. Therefore, we think that longer operation time, higher need for surgical drain, longer postoperative hospital stay were the result of the higher rate of perforation. Lipton et al. [9] reported that 66% patients with appendiceal diverticulitis showed perforation, which was a four-times higher perforation rate than appendicitis. Yamana et al. [6] reported a 33% perforation rate.
Diverticular diseases of the appendix can be divided into five microscopic types that can be defined as 1) primary acute diverticulitis, with or without acute peridiverticulitis, 2) acute diverticulitis secondary to acute appendicitis, 3) diverticulum without inflammation, 4) diverticulum with acute appendicitis, and 5) chronic peridiverticulitis with acute appendicitis [9, 12] .
Preoperative diagnosis of acute appendiceal diverticulitis is very difficult and most diagnoses are established by pathologic examination after surgery because the diverticulum is usually small, located in mesenteric border and has similar clinical features with acute appendicitis.
Kubota et al. [13] reported the sonographic findings that the appendix wall layers are thickened and echogenic in appendiceal diverticulitis due to the presence of air. Osada et al. [14] reported that multi-detector computed tomography (MDCT) could find acute appendiceal diverticulitis in 6 of 7 case (86%) of pathologically confirmed appendiceal diverticulitis and insisted that MDCT has potential in the preoperative diagnosis of appendiceal diverticulitis.
Acute appendiceal diverticulitis can cause several complications such as intraperitoneal abscess, pelvic pseudocyst and vesicocecal fistula etc. In a domestic study, Choi et al. [15] reported hemorrhage from a diverticulum of the appendix and Lee et al. [16] reported intussusception combined with appendiceal diverticulosis. Also, appendiceal diverticulum accompanied with mucinous neoplasm of the appendix may play a possible role in the pathogenesis of pseudomyxoma peritonei [17] .
Prompt surgical appendectomy is the treatment of choice for symptomatic acute appendiceal diverticulitis.
Along with conventional appendectomy, recent laparoscopic procedure including single port surgery can be helpful. There is still controversy regarding incidentally discovered nonsymptomatic diverticulum during radiologic examinations or abdominal surgery. But, prophylactic, elective appendectomy is recommended because of the progression of 2/3 of appendiceal diverticulum into diverticulitis [8] , high rates of perforation shown by previous studies and the possibility of coexisting appendiceal neoplasms.
In conclusion, acute diverticulitis of the appendix can be 
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